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Executive Summary 
 
Introduction 
This report aims to provide a concise overview of the Baby Help project, initiated by the 
Indigenous Health Program (UQ), in collaboration with the Perinatal Research Centre 
(UQ).  Specifically, the project aimed to: 
 
Review Indigenous parents’ current access to informational and promotional resources 
Describe current knowledge of childhood illness and practices of parents 
Identify parents most in need of information, education and communication material, and  
Develop a culturally appropriate resource to improve knowledge of the signs of childhood illness 
suitable for a range of Indigenous settings 
 
Methods 
Following information collected from a previous project (Babycheck), a combination of 
quantitative and qualitative data collection methods were used to elicit information 
regarding childhood illness in indigenous communities.  This information was used to 
develop a resource to assist carers of Indigenous children aged 0-2 years, to assess 
severity of illness and identify when medical attention should be sought.   
 
Following community consultation with service providers, seven focus groups were 
conducted in urban locations.  Information gathered informed the development of a 
questionnaire that was piloted among community members and service providers, thereby 
ensuring adequacy and appropriateness of the tool.  Two hundred and forty-four 
questionnaires were administered in urban and rural communities of South East and 
central Queensland.   
 
Data was entered and analysed using the Statistical Package for Social Sciences (SPSS) 
version 9, and EpiInfo6. 
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Discussion and Conclusions 
The project was able to successfully achieve the project objectives, in particular 
developing a culturally appropriate resource to improve knowledge of the signs of 
childhood illness.  The developed booklet consists of a colour-coded ranking of severity  
of five signs used by parents to identify symptoms of illness in children aged 0-2 years, 
providing an indication of when medical attention should be sought.  The booklet also 
includes a section very briefly detailing important and commonly requested, related 
health information, further empowering carers of children to make informed health 
choices.   
 
While the study failed to gauge when participants thought medical attention should be 
sought, a number of messages, the target audience and parent preferred channels to 
convey messages were identified.  Specifically current messages participants wished to 
be conveyed in the community included immunization, nutrition, SIDS, care of child, 
living conditions, asthma, cold/flu and bottle and breastfeeding.  Some of these issues 
were incorporated into the encyclopedia, located at the back of the developed Baby Help 
resource. 
 
Findings also identified the need to address attendance at antenatal classes, feeding of 
breastmilk and smoking.  Two-thirds of participants indicated that the mother of the child 
attended antenatal classes.  A further two-thirds of participants reported that the child had 
been fed breastmilk, with just under half of these children receiving breastmilk for 3 
months or less.  In regards to smoking, 82.4% of participants reported that household 
members were current smokers of cigarettes.  In consideration of the health risks to 
children associated with passive smoke, this finding would warrant the identification of 
the level of  practices aimed at avoiding passive smoke exposure within households.   
 
Participants reported that everyone in the community needs to be targeted with health 
information.  Mothers were identified by participants as the main carers of children aged 
0-2 years, fathers and others identified to a lesser extent. A strategic response to 
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promoting child health would be to primarily target mothers, with a secondary target of 
all carers of children within the community. 
 
Three-quarters of participants received health information from health (or medical) 
centre/ hospital/ health professionals.  When identifying how future child health messages 
should be conveyed, frequent responses included television, pamphlets/ brochures, 
programs/ workshops and medical centres and health professionals.  Considering the 
often prohibitive cost of conveying messages via the television, the dissemination of 
health information through various modalities, pamphlets/ brochures, programs/ 
workshops and medical centres and health professionals, would require less financial 
resources, thus allowing continual delivery and reinforcement of health messages. 
 
A booklet was developed on the basis of the research, incorporating identifiable 
indigenous images in the design. Feedback on the draft was collected from most of the 
groups which contributed to the initial research. The further research findings identify the 
development of the Baby Help booklet as worthwhile and beneficial to the participating 
communities.  This finding is substantiated by  the community identified need for the 
development of the resource, incorporation of feedback generated from piloting of the 
resource with community members and service providers, and support provided by 
service providers within participating communities.    
 
Recommendations 
Based on the findings and issues documented in this report, the following 
recommendations are made: 
 
• 
• 
The Baby Help resource should be accepted by Queensland Health for statewide distribution 
to Indigenous parents and carers, with the aim of uptake by all segments of Aboriginal and 
Torres Strait Islander communities. 
 
A small management group should be set up to advise on promotion, implementation and 
evaluation, to include representatives of the Child Health Policy Unit, Public Health Services 
(eg Indigenous Health Promotion Officers), Community Controlled Health Services, 
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Divisions of General Practice and the Baby Help project team, additional members as 
appropriate. 
 
• 
• 
The resource should be formally and fully evaluated in a number of communities 
representative of diverse Queensland Indigenous communities. 
 
Acceptability of the resource in Torres Strait Islander communities should be specifically 
examined, as the resource was developed predominantly with Aboriginal groups. 
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1.0 INTRODUCTION AND BACKGROUND 
 
The issue of Aboriginal and Torres Strait Islander child mortality from preventable 
conditions, and barriers to access of medical facilities, has received much attention.  
While in recent years health services have striven to provide services that are accessible 
to the Indigenous community, little is known about community member’s knowledge, 
attitudes and practices regarding accessing health services.  Furthermore, little is known, 
if not documented, of methods in which carers of Indigenous children receive health 
information, and how they would like health messages to be conveyed. 
 
Prior to establishing the Baby Help project, work was undertaken by the Indigenous 
Health Program and the Mater Hospital, in piloting a health assessment tool in various 
urban, rural and remote Indigenous communities throughout Queensland.  Developed in 
the United Kingdom, the Babycheck resource was successful in other countries, 
informing parents of children aged 0-1 year when to seek medical attention if their child 
was unwell.  Piloting of the resource within Queensland Indigenous communities sought 
to elicit the appropriateness of the resource within the participating communities.   
 
The Babycheck project was qualitative, consisting of a number of focus groups.  
Following recruitment and training of research assistants to facilitate focus groups, focus 
groups were organized through local services within participating communities, with 
groups being conducted in convenient and accessible locations within communities.  
Slight modifications to the colours used for images and background were made to the 
original booklet prior to its presentation to focus groups.  Modifications were intended to 
give the booklet a more ‘indigenous’ visual appearance. The basic features of the original 
resource, developed around a scoring system for features of illness, were retained for 
focus group discusssion.   
 
The Babycheck pilot elicited that community members were seeking a health assessment 
tool, however the terminology, images and scoring system used did not reflect cultural 
and community knowledge, attitudes and practices.  Participating communities indicated 
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a desire to be involved in a project that would develop a health assessment tool that 
incorporated identified knowledge, attitudes and practices. The community feedback 
suggested that “baby” was a term applied to children from birth to about two years in the 
indigenous community. 
 
Indigenous infant morbidity and mortality data highlighted the need to prioritise further 
development of the project. According to Queensland Health’s Status Report on 
Aboriginal and Torres Strait Islander Health, the following are of significance: 
 
In 1987, the perinatal mortality rate for Aboriginal and Torres Strait Islanders was 
almost three times the non-Indigenous rate.  In 1994, it was still 2.5 times the 
Queensland rate; 
• 
• 
• 
Over 59% of the excess Indigenous deaths in the 0 to 14 year old age group are 
attributable to perinatal conditions; and 
The remaining excess deaths in this age group are caused largely by infectious and 
parasitic disease. 
 
Furthermore, over the period 1994-96 the Queensland Council on Obstetric and 
Paediatric Morbidity and Mortality (1999) identified that the Indigenous infant mortality 
rate was double that experienced among non-Indigenous infants. 
 
Access to Information, Education and Communication (IEC) materials is an important 
component of any health outcomes improvement program in this area.  The data 
suggested the need for the development of a tool, specific for Indigenous parents and 
health workers, which will provide the systematic detection of potentially serious illness 
in children.  Such a tool will be implemented across a range of settings and will reduce 
delay in seeking medical assistance with appropriate and increased knowledge of illness, 
especially knowledge of the significance of indicative signs in an infant or young child. 
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A successful application for Queensland Health Golden Casket resources secured funding 
to develop and implement the Baby Help resource.  Project operations commenced in 
mid-August 1998.   
 
The specific aims of the project were to:  
Review Indigenous parents’ current access to informational and promotional 
resources 
• 
• 
• 
• 
Describe current knowledge of childhood illness and practices of parents 
Identify parents most in need of information, education and communication material 
Develop a culturally appropriate resource to improve knowledge of the significance 
of signs of childhood illness suitable for a range of Indigenous settings 
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2.0 METHODS 
2.1 Collaborating Organisations 
The project represents a collaboration between the Indigenous Health Program (UQ) and 
the Perinatal Research Centre (UQ), working closely with a number of Indigenous 
community organisations and health services. 
 
Indigenous Health Program, University of Queensland  
Since it’s inception in 1994, the Indigenous Health Program has been committed to the 
advancement of Aboriginal and Torres Strait Islander health.  The program has been 
involved in many research projects covering a broad range of health issues including 
child health, injecting drug use, injury, workforce development and service delivery.  
Projects specifically focused on child health include the Indigenous Health Paediatric 
Respiratory Outreach Program and the Better Practices for Service Delivery to 
Indigenous Communities project.    While the Indigenous Health Program collaborates 
with a range of Government and non-Government individuals and organisations, internal 
staff of the Program have an array of expertise and interest in Indigenous health including 
social science, clinical and life experience. 
 
The Program delivers the three year Bachelor of Applied Health Science (Indigenous 
Primary Health Care) degree, with further postgraduate opportunities.  Since 
development of the degree in 1994, six cohorts of students have graduated and entered 
various sectors of the workforce including management, research and policy. 
 
Perinatal Research Centre, University of Queensland – (Paul) 
 
 
Project Management Committee 
 
A/Prof Cindy Shannon (Project Manager) 
Director, Indigenous Health Program 
University of Queensland 
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 Prof Paul Colditz (Project Manager) 
Director, Perinatal Research Centre 
University of Queensland 
 
Dr Susan Vlack (Project Manager) 
Public Health Physician and Senior Lecturer 
Indigenous Health Program 
University of Queensland 
 
Mrs Louise Sanderson (nee Hooper) (Project Officer) 
Indigenous Health Program 
University of Queensland 
 
During the course of the project, expert advice was provided by (refer to original 
proposal): 
 
Through working relationships established by the Indigenous Health Program and 
Perinatal Research Centre, various health and other professionals were approached to 
seek involvement in the project.  The role of the project management committee was to 
support and provide advice to the  
 
project where necessary.   
 
2.2 Rationale 
 
For the purpose of data collection, analysis and resource development the Baby Help 
project was combined with a SIDS project (“Getting Indigenous Public Health Messages 
Across: SIDS as a Paradigm”), also being undertaken through collaborative work 
between the Indigenous Health Program and Perinatal Research Centre.  Upon 
development of both projects, it was evident that both related to parenting practices 
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within the Indigenous community.  Although SIDS is concerned with 0-12 month olds, 
both projects relate to parenting children under 2 years of age. Community feedback 
indicated that children under two years of age were regarded as a discrete group, 
“babies”, and health data and clinical experience suggested that this age group was 
vulnerable to poor health outcomes associated with later presentation of illness. 
 
2.3 Key Issues 
Findings from the previous Babycheck project identified that resources developed for the 
Indigenous community needed to incorporate community knowledge, attitudes and 
practices.  These identified issues provided the basis for the Baby Help project, in 
particular informing the method of data collection, and type of data to be collected.  
These findings also provided direction for questions used in surveys. 
 
2.4 Data collection methods 
A few members of the project management committee had been involved in the previous 
Babycheck project, and indicated that a combination of qualitative and quantitative data 
collection  methods would be most appropriate.  From the key issues identified and the 
experience of the project management committee in research design, it was determined 
that initial data collected should be qualitative.  Qualitative information would be 
collected through focus groups.  Focus group findings would then guide quantitative data 
collection through an administered questionnaire.   
 
In addressing the stated aims and objectives, there were four identifiable phases within 
the project: 
 
Phase 1 – Community consultation 
 
Phase 2 - Focus groups, data collection and analysis 
 
Phase 3 – Survey, data collection and analysis 
 
Phase 4 – Resource development 
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Phase 1 – Community consultation 
Community consultation was undertaken with key individuals and organisations within 
five communities (including urban, rural and remote communities of central and soouth 
east Queensland) that had been involved in trialing the Babycheck booklet.  
Consultations explored the involvement of the communities in a project succeeding the 
Babycheck project, and outlined the inclusion of the SIDS project, as incorporating a 
focus on caring for children aged 0-2 years.  Consultations discussed the project 
methodology and the anticipated outcomes of the projects.  All communities approached 
were supportive of the project.  To ensure understanding of ethical considerations, 
communities were required to provide written support for the projects.  Ethical 
considerations outlined in the documentation included benefit to the community; 
informing participants; obtaining consent; confidentiality; project support; and feedback. 
 
 
Phase 2 - Focus groups 
Seven focus groups were conducted in urban communities. These involved carers of 
Indigenous children aged 0-2 years and consisted of young mothers, older mothers, men 
and elders.  Information obtained from focus group discussions guided the development 
of a questionnaire. 
 
To ensure appropriateness of the developed questionnaire piloting was undertaken by 
project staff, and students of the Bachelor of Applied Health Science degree.  Piloting 
was carried out with health service staff and community members, with feedback 
informing the development of the final questionnaire.  Feedback obtained included the 
need to modify some language and questions, and the structure of the questionnaire.   
 
Following further consultation with participating communities, the developed 
questionnaire was administered in the communities. All questionnaires were administered 
by an interviewer.  The protocol for questionnaire administration specified unprompted 
answers to a series of questions. Individuals involved in data collection received training 
in the collection protocol.  All communities were provided with the opportunity to 
participate in survey administration, thereby enabling a transfer of skills from project 
staff to community members and increasing community understanding of the project.  
One community which had experienced SIDS deaths, embraced this opportunity.   
 
Whereas focus group participants were sought from health services (including 
Queensland Health and community-controlled health services), administration of the 
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questionnaire included individuals from non-health services (i.e. preschools).  This 
approach was taken to ensure that a diverse range of participants would be involved in 
the project, rather than those who already accessed health services.  The involvement of 
non-health services in the project was successful. 
 
Phase 3 – Survey data collection and analysis 
According to an ABS report, rural communities are defined as rural localities and towns 
with a total population of under 1000 people (Australian Bureau of Statistics & 
Australian Institute of Health and Welfare, 1999).  The physically isolated communities 
participating in the projects were included in this category, therefore during data analysis 
“remote” communities are classified as rural communities.  
 
Target Groups 
To ensure that information could be obtained from a range of carers of 0-2 years olds, the 
project target group included: 
• Young Indigenous women (< 25 years) 
• Older Indigenous women (> 25 years) 
• Indigenous men (no specific age group) 
• Carers of Indigenous children aged 0-2 years 
 
According to area of usual residence of the mother, in the participating communities, 
there were nine hundred and ninety-eight (998) children aged 0-2 years.  By geographical 
location this represented eight hundred and eighteen (818) in an urban location, and one 
hundred and eighty (180) in a rural location.  In all communities children aged 0-2 years 
represented between 4.6% and 8% of the total population (Australian Bureau of Statistics, 
2001) 
 
Consultations with health and non-health service staff identified that participants could be 
recruited through the services and within the community in general.  Therefore recruiting 
participants to the project was mainly undertaken through incidental sampling.  Carers of 
indigenous children were approach in the services or community and informed of the 
project, it’s outcomes and their involvement (i.e. issues of confidentiality were 
discussed).   
 
In total two hundred and forty-four (244) questionnaires were administered.  Data was 
entered and analysed using the Statistical Package for Social Sciences (SPSS) version 9.  
Frequency tables of variables were generated to determine the accuracy of data entry, and 
to identify the range of responses.  Cross tabulations of selected variables were 
undertaken in response to the aims and objectives.  Statistical significance was calculated 
using chi-square testing (Pearsons).  Relative risks were calculated using EpiInfo6. 
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Phase 4 – Resource development 
Following a number of project meetings among primary project team members, 
discussing the project findings and appropriate forms of resources, the format of the 
resource in which to disperse relevant messages became evident.  Members of the 
primary project team held a number of project meetings, establishing from the project 
findings appropriate forms of resources, and the format of the resource in which to 
disperse relevant messages.   Essentially, meetings focused on three areas of resource 
development, these being message; audience; and channel.    
 
Message – what messages are currently in the Aboriginal and Torres Strait Islander 
community concerning child health?  It was important to elicit what carers practiced in 
relation to childhood illness as opposed to what they should be practicing.   
Audience – who in the community needs to be targeted with child health messages?  
Community members were asked who needs to know about child health, while collected 
data relating to knowledge, attitudes and practices suggested who should be targeted. 
Channel – this is the method in which people are currently receiving their information 
about child health, as opposed to how they identify they would like to receive 
information in the future.  
 
Resources developed were piloted with health service staff and clients, ensuring that 
resources developed were appropriate and would be utilized within the community.  
Feedback from piloting identified that some language needed to be modified, and that 
images which appeared on the resources needed to be attractive (i.e. colourful).   
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3.0 Results  
244 survey responses were collected from respondents accessed via health 
services and indigenous preschools in both urban and rural areas. 
 
3.1 Demographics 
 
3.1.1 Age and gender of participant 
32.3% (n=79) of participants were aged 25 years and under 
59.5% (n=146) of participants were over the age of 25 years 
data not stated represented 7.8% (n=19) of questionnaires 
 
The majority of participants were female (86.9%), with males representing only 9.0% of 
the total.  Missing data represented 4.1% (n=10).  Females in all geographical locations 
participated more frequently than that of males (Figure 1). The gender proportions in both 
age groups were similar: 89.7% of participants under 25 years of age were female and 
10.3% were male.  Ninety percent of participants over 25 years were female, 8.2% were 
male and 1.4% were unknown.   
 
In an urban location 30.3% of participants were under 25 years of age with 69.7% over 
25 years of age.  In a rural location 45.7% of participants were under 25 years of age with 
54.3% over 25 years of age (p=0.025). 
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Figure 1 – Age and gender of participants 
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3.1.2 Identity of Participants 
 
According to ethnicity of participants, 67.2% were Aboriginal, 15.6% Aboriginal and Torres 
Strait Islander, 14.3% were neither Aboriginal and/or Torres Strait Islander and 2.9% were Torres 
Strait Islander.   
 
In both urban and rural communities, participants were more likely to identify as 
Aboriginal (Table 1).  Rural participants were 1.42 (1.21-1.67) times more likely than 
urban participants to identify as Aboriginal.   
 
Table 1 – Ethnicity of Participants 
Ethnicity Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of Total 
Participants (n) 
Aboriginal 58.3% (91) 83.0% (73) 67.2% (164) 
Aboriginal and 
Torres Strait 
Islander 
19.9% (31) 8.0% (7) 15.6% (38) 
Torres Strait 
Islander 
4.5% (7) 0% 2.9% (7) 
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Non-Aboriginal and 
Torres Strait 
Islander 
17.3% (27) 9.1% (8) 14.3%(35) 
Total 100.0% (156) 100.0% (88) 100.0% (244) 
 
 
 
 
3.1.3 Marital Status 
 
Most participants (parents and other main carers of young children)  were either single or 
in a de facto relationship (Table 2).  Marital status was similar in urban and rural 
locations (Figure 2).   
 
Table 2 – Marital status of participants 
Marital Status Percentage of participants (n) 
Single 43.4% (106) 
De facto 33.6% (82) 
Married 12.7% (31) 
Separated/ widowed/ divorced 8.6% (21) 
No response 1.6% (4) 
Total 100% (244) 
 
 
 
Age was statistically associated with marital status (p<0.001).  Of participants aged 25 years and 
younger, 45.6% were single and 48.1% were in a de facto relationship.  Of those older than 25 
years, 43.2% were single, 28.8% were in a de facto relationship and 19.2% were married.  
Participants aged over 25 years were 15.15(2.10-109.27) times more likely to be married, than 
participants aged 25 years and younger (Figure 3). 
 
Figure 2 – Marital status of participants according to geographical location 
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Figure 3 – Marital status according to age of participants 
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3.1.4 Education 
 
Over half of the participants did not have senior education (Table 3).     
 
Table 3 – Level of education 
Level of education Percentage of participants (n) 
Less than year 10 22.5% (55) 
Year 10 36.1% (88) 
Year 11 11.1% (27) 
Senior 14.8% (36) 
TAFE 2.5% (6) 
University 7.0% (17) 
Missing 6.1% (15) 
Total 100.0% (244) 
 
 
Participants aged 25 years or younger were 2.12 (1.40-3.21) times more likely to have 
completed year 11 or senior education than participants aged over 25 years.  However, 
participants over 25 years of age were 11.83 (1.63-86.15) times more likely to have 
attended TAFE or University than participants aged 25 years or younger (Figure 4).  No 
rural participants had attended TAFE or University (Figure 5).   
Figure 4 – Level of education according to age of participant 
 
 
0
10
20
30
40
50
60
70
80
90
100
< year 10 year 10 year 11 senior TAFE University No response
Level of Education
A
ge
 g
ro
uo
 o
f p
ar
tic
ip
an
t (
%
)
25 years and under over 25 years
 
Figure 5 – Level of education according to geographical location 
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3.1.5 Employment Status 
 
Three-quarters of participants were unemployed (Table 4).  However the questionnaire did not 
outline whether or not the respondent participated in CDEP.   Irrespective of employment status, 
5.7% of participants stated participating in voluntary work of some kind. 
 
Table 4 – Employment status according to geographical location 
Employment Status Urban Rural Total 
Unemployed 78.2% (122) 74.7% (65) 77% (187) 
Employed 21.8% (34) 25.3% (22) 23% (56) 
Total 100% (156) 100% (87) 100% (243) 
 
 
Unemployed participants were 1.46 (1.12-1.91) times more likely to have not had senior, TAFE 
or University education, than employed participants (Figure 6).  
 
Figure 6 – Employment status according to level of education 
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Forty percent of males and 22.3% of female participants were employed.  Males were 1.85 (1.05-
3.24) times more likely to be employed than females. 
 
Of participants employed, 9% were mothers with a baby under 1 year, 11% were mothers with a 
baby aged 1-2 years, 3% were fathers with a baby under 1 year, 3% were fathers with a baby aged 
1-2 years, 1% were carers of a baby under 1 year, 4% were carers of a baby aged 1-2 years, 26% 
were carers of 0-2 year olds in the past 10 years and 5% were women who were currently 
pregnant. 
  
3.1.6 Smoking                  
 
Sixty-eight percent of participants currently smoked cigarettes, 22.3% have never smoked 
and 9.9% used to smoke cigarettes (Table 5).  Most participants who smoked cigarettes, 
smoked 20 cigarettes or less in one day (Table 6).  Two-thirds of the participants stated 
that other members of the household smoked, bringing the proportion of households that 
smoke to 82.4% (p=0.023).  There was no statistical association between participants 
smoking and geographical location.   
 
Table 5 – Smoking status of participants 
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Smoking status Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of total 
participants (n) 
Currently smokes 64.1% (100) 75.3% (58) 67.8% (158) 
Used to smoke 12.2% (19) 5.2% (4) 9.9% (23) 
Never smoked 23.7% (37) 19.5% (15) 22.3% (52) 
Total 100.0% (156) 100.0% (77) 100.0% (233) 
 
 
Table 6 – Number of cigarettes consumed each day according to geographical location 
Number of 
cigarettes 
Frequency % Urban % Rural Total (%) 
< 10 39 22.5% 29.1% 24.8% 
10-15 53 39.2% 23.6% 33.8% 
16-20 26 19.6% 10.9% 16.6% 
> 20 39 18.6% 36.4% 24.8% 
Total 157 100% 100% 100% 
 
  
Participants aged 25 years and under were 1.25 times (1.05-1.49) more likely to smoke 
cigarettes than participants aged over 25 years (Figure 7).  Participants aged over 25 
years were 1.78 (1.12-2.85) times more likely to smoke more than 16 cigarettes a day, 
than participants aged 25 years and younger (Table 7).   
 
Figure 7 – Age of participants according to smoking status 
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 Table 7 – Number of cigarettes consumed each day according to age of participants 
 Number of 
cigarettes consumed 
each day 
Percentage of 
participants aged 25 
years and younger 
(n) 
Percentage of 
participants aged 
over 25 years (n) 
 Percentage of total 
participants (n) 
< 10 35.6% (21) 19.8% (18) 26.0% (39) 
10-15 37.3% (22) 31.9% (29) 34.0% (51) 
16-20 8.5% (5) 19.8% (18) 15.3% (23) 
> 20 18.6% (11) 28.6% (26) 24.7% (37) 
 Total 100.0% (59) 100.0% (91) 100.0% (150) 
 
 
 
3.1.7 Household size 
 
Most participants resided in a house (83.6%), with the remaining accommodation being flat/unit 
(11.9%), or hostel (1.2%).  Missing data represented 2.9%.   
 
Most of the time the mean number of people sleeping in the home was 5.08, comprising 
an average of 2.25 adults and 2.83 children.  The most adults reported in a household was 
8, while the most children reported in a household was 15.  Most households had 3 
bedrooms (Table 8). 
 
Table 8 – Household size 
Number of bedrooms in 
residence 
Mean number of people in 
household 
Percentage of participants 
(n) 
0 3.00 0.4% (1) 
1 2.33 2.6% (6) 
2 4.03 15.1% (35) 
3 4.86 65.9% (153) 
4 6.81 13.8% (32) 
5 11.00 0.9% (2)  
6 6.00 0.4% (1) 
7 0 0% 
8 20.00 0.4% (1) 
9 0 0% 
10 0 0% 
11 10.00 0.4% (1) 
Total 5.08 100% 
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3.2  Carers 
 
3.2.1 Identification of Participant as Carer 
 
Most participants were classified as being a carer of a child under 2 years in the past 10 years, the 
mother of a baby under 1 year, or the mother of a baby aged 1-2 years (Figure 8).  While only a 
small percentage of participants identified as being pregnant, 11.6% of participants who identified 
as being either a mother or carer were currently pregnant. 
 
 
Figure 8 – Identification of participant in relation to caring role 
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3.2.2 Carers of 0-2 year olds 
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In both urban and rural locations, most participants reported that mothers are the main 
carers in the home (Figure 9).  Family provided more care in rural rather than urban 
locations.  Categories included in family were grandmother, grandfather, aunts, uncles, 
and family in general.  Rural participants were 3.01 (1.93-4.69) times more likely than 
urban participants to report family as caring for 0-2 year olds.   
 
 
 
 
Figure 9 – Percentage of main carers according to geographical location 
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 3.3 Access 
3.3.1 Health service seeking practices 
 
Nearly one-third (31.5%) of participants reported that they went to the community health 
service when seeking medical help for children under 2 years.  Some participants (11.2%) 
did not specify accessing one health service, rather indicated all services (Table 9).  
According to geographical location urban participants were 13.42 (4.36-41.36) times 
more likely to access a general practitioner than rural participants.  Rural participants 
were 25.21 (9.47-67.08) times more likely to access a hospital than urban participants.   
 
Table 9 – Health service accessed for children aged 0-2 years 
  
Health service Percentage of Participants (n) 
Hospital 25.7 (62) 
Community health service 31.5 (76) 
General practitioner 30.3 (73) 
Hospital/community health service/ 
general practitioner 
11.2 (27) 
Other 1.2 (3) 
Total 100.0 (241) 
 
  
Figure 10 – Medical help sought for children aged 0-2 years, according to geographical 
location 
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3.3.2 Transportation: 
Overall, 61.9% of participants did not have a vehicle (Table 10).  Urban participants were 1.93 
(1.28-2.91) times more likely to have a vehicle than rural participants.   
 
Table 10 – Vehicle ownership 
 Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of Total 
Participants (n) 
Have own vehicle 46.2% (72) 23.9% (21) 38.1% (93) 
Do not have own 
vehicle 
53.8% (84) 76.1% (67) 61.9% (151) 
 Total 100.0% (156) 100.0% (88) 100.0% (244) 
 
 
 
 Although a large percentage of participants did not have a vehicle, a vehicle and walking were 
indicated as frequent methods used to get to medical attention at the hospital, community health 
service and doctor (Figure 11).   
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 Figure 11 – Methods of accessing medical attention 
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3.3.3 Access to health information 
 
Most participants received health information from the medical center/hospital/ health 
professionals (76.2%) and family (33.6%) (Table 11).  There was little difference between source 
of information and geographical location (Figure 12).  
 
Table 11 – Where health information is sourced 
Source of 
information 
Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of Total 
Participants (n) 
Family 30.1% (47) 39.8% (35) 33.6% (82) 
Medical center/ 
hospital/ health 
professionals 
80.1% (125) 69.3%(61) 76.2% (186) 
Pamphlets and 
brochures 
14.1% (22) 12.5% (11) 13.5% (33) 
Television/ video 5.1% (8) 6.8% (6) 5.7% (14) 
Radio 1.3% (2) 2.3% (2) 1.6% (4) 
Books/ magazines/ 14.1% (22) 12.5% (11) 13.5% (33) 
30  
newspapers 
Personal experience 12.8% (20) 4.5% (4) 9.8% (24) 
Friends 2.6% (4)  1.6% (4) 
Other sources 5.1% (8) 1.1% (1) 3.7% (9) 
 
 
Figure 12 – Where information is obtained according to geographical location 
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3.4 Child Rearing 
 
Most participants stated that family and friends taught them how to look after a child.  Other 
frequent responses included personal experience and medical center/ health professional (Table 
12).  Both urban and rural participants had family and friends to influence child rearing (Figure 
13).  Urban participants were 1.63 (1.00-2.64) times more likely than rural participants to indicate 
that the medical center/ health professionals taught them child rearing skills. 
 
Table 12 – Who taught the participant how to look after a child 
Who taught the 
participant 
Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of Total 
Participants (n) 
Self 58.3%(91) 42.0% (37) 52.5% (128) 
Family and friends 70.5% (110) 70.5% (62) 70.5% (172) 
Medical center/ 
health professionals 
33.3% (52) 19.3% (17) 28.3% (69) 
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Education .6% (1) 1.1% (1) .8% (2) 
Books/ magazines 1.9% (3)  1.2% (3) 
Other 1.3% (2)  .8%(2) 
 
 
 
Figure 13 – Who taught the participant how to look after a child according to geographical 
location 
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3.5 Access to information media 
 
Most participants were able to access a television, radio, video, newspaper, health service 
and/or hospital (Table 13).   
 
Table 13 – Access to information media 
Media Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of Total 
Participants (n) 
Television 98.7% (154) 78.4% (69) 91.4% (223) 
Radio 92.9% (145) 71.6% (63) 85.2% (208) 
Video 75.6% (118) 52.3% (46) 67.2% (164) 
Newspaper 88.5% (138) 58.0% (51) 77.5% (189) 
Health service and 
hospital 
88.5% (138) 83.0% (73) 86.5% (211) 
Health service 6.4% (10) 3.4% (3) 5.3% (13) 
32  
(only) 
Hospital (only) 3.2% (5) 10.2% (9) 5.7% (14) 
 
 
Urban participants were more likely than rural participants to report accessing 
information media (Figure 14).   
 
Figure 14 – Access to information media according to geographical location 
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3.6 Antenatal and Postnatal Practices 
 
Antenatal Attendance 
 
Two-thirds of participants stated that the mother attended antenatal care when pregnant 
(Table 14).  Rural participants were 1.36 (1.14-1.60) times more likely than urban 
participants to report that the mother attended antenatal care. 
 
Table 14 – Antenatal attendance 
33  
 Attended antenatal Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of 
Total Participants 
(n) 
 Yes 58.9% (89) 79.5% (70) 66.5% (159) 
 No 30.5% (46) 14.8% (13) 24.7% (59) 
 Unsure 9.9% (15) 4.5% (4) 7.9% (19) 
 No response .7% (1) 1.1% (1) .8% (2) 
 TOTAL 100.0% (151) 100.0% (88) 100.0% (239) 
 
 
Table 15 – Reported antenatal attendance according to geographical location 
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3.7 Feeding of breast milk 
 
Two-thirds of participants (68.4%) stated that their baby/ the baby spoken about, was fed 
breast milk (Table 15).  Rural participants were 1.31 (1.12-1.54) times more likely to 
have been fed breast milk than urban participants (Figure 16).  About half of the 
participants reported that the child was fed breast milk for longer than 3 months (Table 
16). 
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Table 15 – Reported feeding of breastmilk 
 Fed breast milk Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of 
Total Participants 
(n) 
 No 38.5% (60) 19.3% (17) 31.6% (77) 
 Yes 61.5% (96) 80.7% (71) 68.4% (167) 
 Total 100.0% (156) 100.0% (88) 100.0% (244) 
 
 
Figure 16 – Reported feeding of breast milk according to geographical location 
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Participants who reported that the mother attended antenatal care were 1.55 (1.23-1.94) 
times more likely to report that the child was fed breast milk, than participants who 
reported that the mother didn’t attend antenatal care, were unsure, or did not respond 
(Figure 17).   
 
Table 16 – Reported duration child fed breast milk 
Duration child fed breast milk Percentage of Participants (n) 
<3 months 33.6% (47) 
3 months 13.6% (19) 
3-6 months 11.4% (16) 
6 months 13.6% (19) 
>6 months 27.9% (39) 
Total 100.0% (140) 
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3.8.2 Reasons children get unwell 
When identifying reasons why children get unwell, urban participants frequently reported from 
illness in the community (from others), nutrition, and weather.  In a rural location reasons 
frequently included illness in the community (from others), teething, weather, and hygiene of 
children (Table 18, Figure 20). 
 
Table 18 – Reasons why children get unwell 
Reasons children get 
unwell 
Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of total 
participants (n) 
From others 55.1% (86) 42.0% (37) 50.4% (123) 
Nutrition 32.1% (50) 18.2% (16) 27.0% (66) 
Weather 19.9% (31) 26.1% (23) 22.1% (54) 
Teething 13.5% (21) 31.8% (28) 20.1% (49) 
Hygiene of child 16.0% (25) 21.6% (19) 18.0% (44) 
Neglect 16.7% (26) 17.0% (15) 16.8% (41) 
Not immunised 17.3% (27) 15.9% (14) 16.8% (41) 
Immune system 
down 
15.4% (24) 10.2% (9) 13.5% (33) 
Maintenance of 
house 
10.9% (17) 11.4% (10) 11.1% (27) 
Germs 7.7% (12) 2.3% (2) 5.7% (14) 
Cultural 3.2% (5) 2.3% (2) 2.9% (7) 
Virus 3.8% (6)  2.5% (6) 
Dirt/ dust 1.3% (2) 3.4% (3) 2.0% (5) 
Environment 1.9% (3) 1.1% (1) 1.6% (4) 
Smoking 1.3% (2) 2.3% (2) 1.6% (4) 
Hygiene of 
community 
1.9% (3) 1.1% (1) 1.6% (4) 
Ears 1.3% (2) 1.1% (1) 1.2% (3) 
Natural/ part of life 1.9% (3)  1.2% (3) 
Clothing 1.9% (3)  1.2% (3) 
Infection .6% (1) 1.1% (1) .8% (2) 
Unsure 12.8% (20) 6.8% (6) 10.7% (26) 
Other 6.4% (10) 5.7% (5) 6.1% (15) 
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Figure 20 – Reasons why children get unwell according to geographical location 
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3.8.3 Type of illness last experienced by child 
Participants were asked what illness the child they are caring for last experienced.  
Cold/flu was the main illness reported in an urban and rural location (Table 19). A 
combination of illness refers to when a child has more than one illness (eg middle ear 
infection and chest infection).  Rural participants frequently reported this (Figure 21).   
 
The most common conditions reported when a child had more than one illness 
(combination of illness) were cold/flu, asthma and teething (Table 20). 
 
Table 19 – Type of illness last experienced by child 
Type of illness last 
experienced  
Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of total 
participants (n) 
Cold/flu 26.3% (41) 21.6% (19) 24.6% (60) 
Combination of 
illness 
14.1% (22) 30.7% (27) 20.1% (49) 
Asthma 6.4% (10) 3.4% (3) 5.3% (13) 
Teething 2.6% (4) 9.1% (8) 4.9% (12) 
Middle ear 7.1% (11) 1.1% (1) 4.9% (12) 
Chest infection 3.8% (6) 5.7% (5) 4.5% (11) 
Diarrheoa 4.5% (7) 3.4% (3) 4.1% (10) 
Gastroenteritis 3.2% (5) 2.3% (2) 2.9% (7) 
Fever 3.2% (5) 2.3% (2) 2.9% (7) 
Skin 2.6% (4) 1.1% (1) 2.0% (5) 
Pneumonia .6% (1) 4.5% (4) 2.0% (5) 
Unsure 1.9% (3) 2.3% (2) 2.0% (5) 
Vomiting 1.3% (2) 1.1% (1) 1.2% (3) 
Bronchitis .6% (1) 2.3% (2) 1.2% (3) 
Tonsillitis 1.3% (2) 1.1% (1) 1.2% (3) 
Chicken pox 1.3% (2)  .8% (2) 
Meningitis 1.3% (2)  .8% (2) 
N/a 10.3% (16) 5.7% (5) 8.6% (21) 
Other 7.7% (12) 2.3% (2) 5.7% (14) 
Total  100.0% (156) 100.0% (88) 100.0% (244) 
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Figure 21 – Last illness child experienced according to geographical location 
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Table 20 – Conditions reported for combination of illness 
Type of illness reported Number of participants who reported 
combination of illness 
Cold/ flu 25 
Asthma 21 
Teething 18 
Diarrhoea 15 
Fever 13 
Tonsilitis 7 
Vomiting 7 
Middle ear 5 
Pneumonia 5 
Chest infection 4 
Bronchitis 2 
Skin condition 2 
Gastroenteritis 1 
Mouth ulcer 1 
Twisted bowel 1 
39  
3.8.4 Cold/flu 
 
One quarter of participants (n=60) stated that when their child/ the child spoken about was last ill, 
they had a cold/flu.  Changes frequently reported included nasal discharge (48.3%), mood 
(38.3%), cry (31.6%), behaviour (28.3%), cough (25%), sleep (23.3%), temperature (23.3%), 
feeding (16.6%), eyes (10%), breathing (10%) and vomiting (10%) (Figure 22).   
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Figure 22 – Reported changes when child had cold/flu 
 
 
Action taken at home included administering panadol (70%), vicks (30%), keeping the child 
warm (20%) and providing fluids (11.6%) (Figure 23). 
 
Fifty-one percent of urban participants and 57.8% of rural participants who indicated cold/flu 
reported seeking medical attention.   
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Figure 23 – Action reported when child had cold/flu 
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 3.8.5 Combination of illness 
 
One fifth of participants (n=49) stated that when their child/ the child spoken about, was 
last ill they had a combination of illness.  Changes frequently reported included mood 
(46.9%), temperature (46.9%), sleep (44.9%), cry (40.8%), breathing (32.6%), feeding 
(30.6%), cough (30.6%), behaviour (28.5%), nasal discharge (24.4%), eyes (16.3%), 
vomiting (16.3%), drinking (14.2%), appearance (14.2%), play (12.2%), motions (12.2%) 
and ears (10.2%) (Figure 24). 
 
Figure 24 – Reported changes when child had a combination of illness 
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Action taken at home included administering panadol (81.6%), cooling the child down 
(42.8%), providing fluids (40.8%), vicks (26.5%), sleep and rest (24.4%), showering the 
child (22.4%), teething gel (18.3%), taking off the child’s clothes (18.3%), keeping the 
child warm (10.2%) and providing a light diet (10.2%) (Figure 25). 
 
According to geographical location 68.1% of urban participants and 92.5% of rural 
participants who indicated a combination of illnesses stated receiving medical attention. 
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Figure 25 – Action reported when child had a combination of illness 
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3.8.6 Asthma 
 
Five percent of participants (n=13) stated that when their child/ the child spoken about, 
was last ill they had asthma.  Changes frequently reported included breathing (76.9%), 
cough (23%), sleep (15.3%), mood (7.6%), feeding (7.6%), drinking (7.6%), temperature 
(7.6%) and eyes (7.6%) (Figure 26). 
 
Figure 26 – Reported changes when child had asthma 
 
0
10
20
30
40
50
60
70
80
90
sleep mood feeding drinking temperature eyes breathing cough
Reported changes
%
Action taken at home included administering a puffa (61.5%), medication/antibiotics 
(15.3%), sleep and rest (15.3%), administering panadol (7.6%), keeping the child warm 
(7.6%), showering the child (7.6%), seeking medical attention (7.6%), and administering 
cream (7.6%) (Figure 27).  
 
Across all locations 41.7% of participants who indicated asthma stated receiving medical 
attention. 
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Figure 27 – Action reported when child had asthma 
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3.8.7 Teething 
 
Five percent of participants (n=12) stated that when their child/child spoken about was 
last ill they were teething.  Changes frequently reported included temperature (58.3%), 
mood (33.3%), cry (33.3%), behaviour (25%), sleep (16.6%), drinking (16.6%), motions 
(16.6%), vomiting (16.6%), other (16.6%), play (8.3%), feeding (8.3%), eyes (8.3%), 
breathing (8.3%), nasal discharge (8.3%), colour (8.3%) (Figure 28). 
 
 
Figure 28 – Reported changes when child was teething 
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Action taken at home included administering panadol (75%), teething gel (58.3%), 
providing fluids (16.6%), cooling the child down (8.3%), sleep and rest (8.3%), keeping 
the child warm (8.3%), seeking medical attention (8.3%), monitoring temperature (8.3%), 
and comforting the child (8.3%) (Figure 29). 
 
Across all locations 41.7% of participants who indicated teething stated receiving 
medical attention. 
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Figure 29- Action reported when child was teething 
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3.8.8 Middle ear infection  
 
Five percen4.9% (n=12) of participants stated that when their child/the child spoken 
about, was last ill they had a middle ear infection.  Changes frequently reported included  
ears (83.3%), cry (41.6%), behaviour (33.3%), other (25%), temperature (16.6%), sleep 
(8.3%), mood (8.3%), eyes (8.3%), nasal discharge (8.3%), motions (8.3%), appearance 
(8.3%) (Figure 30). 
 
 
Figure 30 – Reported changes when child had middle ear infection 
 
0
10
20
30
40
50
60
70
80
90
sleep behaviour mood temperature eyes ears cry nasal
discharge
motions appearance other
Reported changes
%
 
 
Action taken at home included administering panadol (66.6%), providing fluids (8.3%), 
sleep and rest (8.3%), keeping the child warm (8.3%), vicks (8.3%), seeking medical 
attention (8.3%), steam (8.3%), and comforting the child (8.3%) (Figure 31). 
 
Across all locations 100% of participants who indicated middle ear infection stated 
receiving medical attention. 
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Figure 31 – Action reported when child had middle ear infection 
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3.9 Child Health Messages 
 
3.91 Areas to discuss 
 
Urban participants believed that areas of child health that need to be discussed include 
immunisation, nutrition, care of child, SIDS, living conditions, asthma, and 
bottle/breastfeeding (Table 21, Figure 36).   
 
Rural participants reported that areas of child health that need to be discussed include 
immunisation, SIDS, asthma, living conditions, colds/flu, bottle/breastfeeding, and care 
of child (Table 21, Figure 36).   
 
Table 21 – Child health areas to discuss 
Areas to discuss Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of total 
participants (n) 
Immunisation 37.8% (59) 44.3% (39) 40.2% (98) 
Nutrition 32.1% (50) 7.3% (24) 30.3% (74) 
SIDS 18.6% (29) 35.2% (31) 24.6% (60) 
Care of child 25.6% (40) 20.5% (18) 23.8% (58) 
Living conditions 17.9% (28) 34.1% (30) 23.8% (58) 
Asthma 15.4% (24) 35.2% (31) 22.5% (55) 
Colds/ flu 10.9% (17) 33.0% (29) 18.9% (46) 
Bottle and 
breastfeeding 
14.7% (23) 25.0% (22) 18.4% (45) 
Gastroenteritis 8.3% (13) 18.2% (16) 11.9% (29) 
Everything 4.5% (7) 9.1% (8) 6.1% (15) 
Hygiene 4.5% (7) 5.7% (5) 4.9% (12) 
Action when ill 3.2% (5) 3.4% (3) 3.3% (8) 
Ears 1.9% (3) 1.1% (1) 1.6% (4) 
Diabetes 1.9% (3)  1.2% (3) 
Unsure 18.6% (29) 6.8% (6) 14.3% (35) 
Other 15.4% (24) 12.5% (11) 14.3% (35) 
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Figure 36 – Areas of child health that need to be discussed in the community, according to 
geographical location 
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3.9.2 Target 
 
In all locations half of the participants stated that everyone in the community needs to be 
targeted with child health messages (Table 22, Figure 37). 
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Table 22 – Target audience for child health messages 
Target audience for 
child health 
messages 
Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of total 
participants (n) 
Everyone 50.6% (79) 52.3% (46) 51.2% (125) 
Parents 20.5% (32) 18.2% (16) 19.7% (48) 
Young mothers 6.4% (10) 18.2% (16) 10.7% (26) 
Mothers 7.7% (12) 11.4% (10) 9.0% (22) 
Family 6.4% (10) 4.5% (4) 5.7% (14) 
Young fathers 3.2% (5) 9.1% (8) 5.3% (13) 
Fathers 4.5% (7) 3.4% (3) 4.1% (10) 
Babysitters 3.2% (5) 1.1% (1) 2.5% (6) 
Teenagers 1.3% (2) 3.4% (3) 2.0% (5) 
Grandparents 2.6% (4)  1.6% (4) 
Young people 2.6% (4)  1.6% (4) 
Children/ school 
children 
1.3% (2) 2.3% (2) 1.6% (4) 
New mums/ parents 1.3% (2) 1.1% (1) 1.2% (3) 
Other 7.1% (11) 1.1% (1) 4.9% (12) 
 
 
Figure 37 – Target audience for child health messages according to geographical location 
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3.93 Methods to convey child health messages 
 
When reporting on methods to convey child health messages, urban participants 
frequently reported television, pamphlets/brochures, programs/workshops, medical 
centre, and health professionals.  Rural participants frequently reported 
pamphlets/brochures, radio, medical center, schools and television (Table 23, Figure 37). 
 
 
Table 23 - Methods to convey child health messages 
Methods to convey 
child health 
messages 
Percentage of Urban 
Participants (n) 
Percentage of Rural 
Participants (n) 
Percentage of total 
participants (n) 
Television 41.7% (65) 28.4% (25) 36.9% (90) 
Pamphlets/ 
brochures 
34.0% (53) 36.4% (32) 34.8% (85) 
Programs and 
workshops 
32.1% (50) 27.3% (24) 30.3% (74) 
Medical centre 23.7% (37) 34.1% (30) 27.5% (67) 
Schools 18.6% (29) 33.0% (29) 23.8% (58) 
Health professionals 23.7% (37) 23.9% (21) 23.8% (58) 
Radio 13.5% (21) 36.4% (32) 21.7% (53) 
Check-ups 17.9% (28) 20.5% (18) 18.9% (46) 
Books/ magazines 14.1% (22) 17.0% (15) 15.2% (37) 
Paper/ newsletter 7.1% (11) 6.8% (6) 7.0% (17) 
Word of mouth 7.7% (12) 3.4% (3) 6.1% (15) 
Home visits 2.6% (4) 6.8% (6) 4.1% (10) 
Meetings 1.9% (3) 4.5% (4) 2.9% (7) 
Poster 3.8% (6) 1.1% (1) 2.9% (7) 
Video 1.3% (2) 2.3% (2) 1.6% (4) 
Letter box 1.9% (3)  1.2% (3) 
Other 15.4% (24) 11.4% (10) 13.9% (34) 
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Figure 38 – Methods to convey child health messages according to geographical location 
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4.0 Discussion and Conclusions 
 
4.1 Achievement of Project Objectives 
As detailed in this report, the project has been able to address the aims initially outlined. 
 
Review parents’ current access to informational and promotional resources 
Describe current knowledge of childhood illness and practices of parents 
Identify parents most in need of information, education and communication material, and  
Develop a culturally appropriate resource to improve knowledge of the signs of childhood illness 
suitable for a range of Indigenous settings 
 
This project attempted to gain an understanding of community members knowledge, 
attitudes and practices in regards to childhood illness. It also attempted to identify 
methods in which community members receive health information, how they would like 
future messages to be conveyed, and what content is needed within communities.  The 
findings provided warrant the development of a child health resource to identify when 
medical attention for illness is sought.     
 
4.2 Procedure Issues 
 
Responses to focus groups and structured interviews 
The focus groups were useful in discussing various issues, however lack of specific detail 
relating to knowledge, attitudes and practices, therefore it would not have been 
appropriate to develop resources from focus group findings.  The need for more detailed 
information warranted the use of structured interviews.   
 
The structured interview questions relating to childhood illness, failed to gauge when 
participants thought medical attention should be sought.  In hindsight, case examples may 
have provided more detailed information of how carers would have responded to various 
health issues.  
 
4.3 Results and key issues of the project 
Is the conveyed message adequate and useful? 
The previous Babycheck resource used nineteen signs and symptoms to indicate the level 
of illness of a child aged 0-1 years.  This resourced relied on a scoring system, thereby 
requiring a level of literacy among the target group.  Following piloting among 
Indigenous communities, a number of elements of the resource were found to be 
inappropriate.  Specifically, these included the scoring system and illustrations used.  The 
Baby Help resource proves adequate and useful, as it uses only five signs to detect 
severity of illness.  A colour-coded system indicates to the carer how ill the child is.   
 
Conclusion 
The simplicity of the Baby Help resource would result in a greater uptake among 
community members. 
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What are the current messages in the community and what messages need to be promoted 
within the community concerning infant illness 
An audit regarding what messages are currently in the participating Indigenous 
communities was not undertaken, however an array of messages that need to be conveyed 
within the community were reported by participants.  In particular these included 
immunization, nutrition, SIDS, care of child, living conditions, asthma, cold/flu, and 
bottle and breastfeeding.   In developing the Baby Help resource, attention on some of the 
issues reported would be beneficial for the community.   
 
While an understanding of the level of antenatal, breastfeeding and smoking health 
information available to the communities was not undertaken, from the findings it 
appears that these areas need to be promoted within the communities.  Only two-thirds of 
participants indicated that the mother attended antenatal care when pregnant.  When 
reporting on feeding method of the child as an infant, two-thirds of participants reported 
feeding breastmilk, with just under half having fed breastmilk for 3 months or less.  
Breastfeeding targets within Australia indicate that at 3 months exclusive breastfeeding is 
expected to be 60%, with partial breastfeeding expected to be 80% (Nutbeam D, Wise M 
et al, 1993).  The findings also indicated that rural participants were slightly more likely 
than urban participants to report antenatal attendance and breastfeeding.     
 
The high level of smoking reported among individuals and within the household is of 
concern, particularly in regards to exposing young children to the harmful effects of 
cigarette smoke.  It is difficult to determine the extent to which children aged 0-2 years 
are exposed to cigarette smoke, as the study did not elicit how often young children are in 
the care of the participants, and whether or not individuals and household members 
smoked outside of the house.  While participants aged 25 years and younger were more 
likely to report smoking cigarettes than older participants, the higher reporting of number 
of cigarettes among the older participants is of concern when caring for children. 
 
Conclusion 
Some of the health areas that were reported by participants as needing to be discussed 
within the community have been incorporated in an encyclopedia section of the Baby 
Help resource.  The encyclopedia provides some information for carers regarding typical 
problems and the appropriate action required.  In conveying information on those health 
areas not covered in the encyclopedia, it is anticipated that health services will generate 
and promote relevant information within communities.  Communities may also wish to 
develop locally-made resources, particularly in regards to antenatal attendance, feeding of 
breastmilk and cigarette smoking.    
 
 
Who should the developed resources be directed to? 
From the findings, participants indicated that everyone in the community should be 
targeted with child health messages.  Parents and mothers (including young mothers), 
were also frequently reported.  When identifying who carers for children aged 0-2 years 
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are, mothers were most frequently reported.  Family was also reported, being 3 times 
more frequently reported by rural participants as providing care than urban participants.  
This finding could result from the available networks within communities and the 
geographical setting (i.e. family members closer than in urban areas).   
 
While it would be anticipated that the developed resources be directed to everyone in the 
community, there must be a particular focus on who provides care for children aged 0-2 
years.  From this it would appear that the target group would be initially be mothers. 
 
Conclusion 
Initially resources will be targeted at mothers of children aged 0-2 years.  The target group would 
also need to include family members who provide care. 
 
 
Is the target group for the resource appropriate? 
As mothers are reported to be the main carers of children aged 0-2 years, it is believed that they 
are the most appropriate primary target.  During implementation of the developed resource, 
attention will also be paid to targeting other carers of children, particularly family members.   
 
Conclusion 
Following implementation of the developed resource, an evaluation would elicit the 
appropriateness and effectiveness of primarily targeting mothers.   
 
 
How do carers of child aged 0-2 years currently receive health information, and in the 
future what methods would be useful? 
Three-quarters of participants indicated that they received health information from the 
medical center/ hospital/ health professional.  Information was also frequently received 
through family.  Family were most frequently reported by participants as having taught 
them how to look after a child.  Participants reported that when conveying child health 
messages within communities, television, pamphlets/brochures, programs/ workshops, 
medical centers and health professionals were useful mediums.  While delivering health 
information via television is costly, future delivery via pamphlets/brochures, 
programs/workshops, medical centers and health professionals requires less financial 
resources.  These methods also allow for the continual delivery and reinforcement of 
messages.  
 
Conclusion 
The developed resource needs to be delivered through health service facilities.  Other 
facilities located in the communities may assist in promoting the resource.   
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In recognition that family taught participants how to look after a child, while the logistics 
of conveying messages primarily to family can be difficult, the incorporation of health 
services in the delivery and promotion of the resource, will enable adoption. 
 
 
Is the method of message transfer adequate? 
The developed message is conveyed in a booklet, sized to allow for inclusion in the child 
health record.  In the event that carers do not use the child health record, the booklet size 
also allows for incorporation in a baby bag, household drawer or other useful location 
within the household.  By promoting the resource through those methods indicated by 
participants, it would appear that the method is adequate.   
 
Conclusion 
The resource will be promoted through medical centers and health professionals within 
communities.  Use of the booklet can also be discussed in programs/ workshops being 
held within communities.  While the method of delivery has been determined through 
study undertaken, adequacy will effectively be determined from future evaluations of the 
resource and method of implementation. 
 
 
The role of Baby Help in addressing late presentation at health service facilities 
Developed at community request, it is believed that the Baby Help resource would 
address late presentation at health services through the empowerment of carers.  Apart 
from information received from families and friends, carers of children do not have 
access to a resource that identified within the home when medical attention is needed.  
Such a resource assists carers when informing health professionals of their concerns 
when their child is ill.   
 
Conclusion 
By empowering carers of children with knowledge of when to access medical attention, 
late presentation at health service facilities would be reduced.  Carers would access 
facilities with assurance being provided by the resource when making the decision to 
access. 
 
Is Baby Help worthwhile? 
While any resource which assists carers of when to access medical attention is beneficial 
in reducing morbidity and mortality, there are a number of factors which make Baby 
Help worthwhile not only in the participating communities, but on a statewide level.   
 
Cost – The Baby Help resource has been developed to be used in association with the 
child health record.  The cost of developing the resource is very low.  While cost varies 
according to the amount of books printed, in a run of 1000 and 3000, the cost of one 
booklet equates to {insert figures}.   
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Community-identified need from Babycheck – The Baby Help project, and developed 
resource were initiated and developed from community request.  Such community 
requests assists in the uptake of the resource within participating communities. 
 
Piloting of materials – Piloting of the questionnaire used within the Baby Help project, 
and the developed resources, were undertaken with community members and service 
providers to ensure that appropriateness of materials was maintained, thereby ensuring a 
greater uptake. 
 
Support from service providers – A range of service providers supported the development 
of the Baby Help resource, thereby highlighting their interest and belief in the benefit of 
the resource to community members.  The support by both health and non-health service 
providers further highlights the acceptance among services available within Indigenous 
communities.   
 
Conclusion 
The Baby Help project has proven to be worthwhile  - project and statewide roll-out 
perspective 
 
 
Does the issue of promotion of when to access health services for children aged 0-2 years 
need to be addressed in participating communities? 
Although the study identified what illness the child last experienced, it failed to identify 
when medical attention was sought according to the on-set of signs and symptoms.   
 
Conclusion 
A further study would be useful in gauging the timing of when medical attention is 
sought for illnesses.  Such a study would also identify whether certain signs and 
symptoms result in greater accessing, and/or prompter accessing of health services. 
 
 
Does the issue of promotion of when to access health services for children aged 0-2 years need to 
be addressed throughout Queensland Indigenous communities? 
The development of a promotional resource to be used throughout other Queensland 
Indigenous communities is beneficial from a community and epidemiological 
perspective.  The previous Babycheck project identified that a range of Indigenous 
communities requested the development of a resource to assist in the recognition of 
serious illness, thereby indicating when medical attention should be sought.  As indicated 
in the Baby Help proposal, the high rate of morbidity and mortality experienced among 
Indigenous children, is believed to be attributable to preventable conditions and a delay in 
seeking medical attention.  These factors more than warrant the development of a 
statewide resource for Indigenous communities.   
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Conclusion 
The acquisition of funds to promote and implement the developed resource among 
Indigenous communities, would assist in decreasing morbidity and mortality.  
Implementation of the resource would also empower carers of Indigenous children aged 
0-2 years in recognizing illness and when medical attention should be sought. 
 
 
Issues affecting implementation of the developed Baby Help resource in other Indigenous 
communities throughout Queensland. 
There are limited factors affecting implementation of Baby Help in other Queensland 
Indigenous communities.  When implementing the resource, it is imperative that adequate 
consultation be undertaken with service providers and community members, detailing the 
background of Baby Help and the benefits derived from implementation.  While the 
simplicity of the resource allows for implementation in other communities, consultation 
should elicit whether modifications should be made.  Such modifications would only 
focus on the visual display of the resource, and would not result in changes to the signs 
used to identify the intensity of illness. 
 
Conclusion 
While implementation of the resource in other Queensland Indigenous communities can 
be made, initial community consultation is warranted.  Any modifications that are made 
would be minor, rather serving to provide local ownership of the resource. 
 
 
The role of Queensland Health in addressing promotion of when to access health services 
Without question, the cost reduction in providing preventative rather than curative 
services to Indigenous communities is beneficial to Queensland Health.  Preventative 
issues within communities can often be over-ridden by the social issues present.  In 
recognition of the social issues identified within participating communities, particularly 
in regards to unemployment rates, the level of education, and household size, and thus the 
burden of care and financial situations within Indigenous households, it would be 
expected that the Queensland Health would assume the role of provider of available 
resources and services.  While funding for the resource to be developed and distributed 
within the participating communities has been provided, it would be anticipated that 
further monies be provided.  Distribution of the resource in other Queensland Indigenous 
communities should be the responsibility of Queensland Health, thus being of no cost to 
communities or community members. 
 
Conclusion 
It is anticipated that funds are sought through Queensland Health to further distribute the 
resource in Queensland Indigenous communities.   
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Evaluation of the Baby Help resource  
Following implementation of the developed Baby Help resource, an evaluation would 
serve as a mechanism to access appropriateness and effectiveness of the resource.  In  
particular appropriateness would focus on content, design and use of the resource with 
mothers and carers.  Effectiveness would elicit from service providers and carers the use 
of the resource in seeking medical attention and monitoring illness in children. 
 
Conclusion 
Evaluation of the developed resource should be undertaken 12-24 months following 
implementation of the resource.  Data would be gathered through a combination of focus 
groups and structured questionnaires, similar to those previously undertaken. 
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5.0 RECOMMENDATIONS  
Based on the findings and issues documented in this report, the following 
recommendations are made. 
 
• 
• 
• 
• 
The Baby Help resource should be accepted by Queensland Health for statewide distribution 
to Indigenous parents and carers, with the aim of uptake by all segments of Aboriginal and 
Torres Strait Islander communities. 
 
A small management group should be set up to advise on promotion, implementation and 
evaluation, to include representatives of the Child Health Policy Unit, Public Health Services 
(eg Indigenous Health Promotion Officers), Community Controlled Health Services, 
Divisions of General Practice and the Baby Help project team, additional members as 
appropriate. 
 
The resource should be formally and fully evaluated in a number of communities 
representative of diverse Queensland Indigenous communities. 
 
Acceptability of the resource in Torres Strait Islander communities should be specifically 
examined, as the resource was developed predominantly with Aboriginal groups. 
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QUESTIONNAIRE 
 
(please tick or insert information where appropriate) 
 
Interviewer  ……………………………………………………………………………. 
Location of Questionnaire suburb - ……………………………………………….. 
Date ____/____/_____ 
Start time ……………………………. 
Finish time ………………………….. 
------------------------------------------------------------------------------------------------------- 
1. Identification of participant 
a) Which of the following describes you? 
• The mother of a baby who is under one year of age   [   ] 
• The mother of a child who is between the ages of 1 and 2 years  [   ] 
• The father of a baby who is under one year of age   [   ] 
• The father of a child who is between the ages of 1 and 2 years  [   ] 
• The main carer of a baby who is under one year of age   [   ] 
• The main carer of a child who is between the ages of 1 and 2 years [   ] 
• Have in the past 10 years cared for a child under 2 years  [   ] 
• Currently pregnant (if yes, how many weeks/months)   [   ] 
_____  weeks  ____  months 
• Other ____________________________________   [   ] 
b) Has this/your baby been fed mothers/your milk? 
  Yes  [   ]  No  [   ] (go to 1d) 
c) How long was/has the baby been fed mothers/your milk for? 
____ weeks  ____ months  [   ] current 
d) Did you / did the mother of the baby, attend any antenatal clinics? 
  Yes  [   ]  (how many)___  
    (how often) ________________________ 
 No  [   ]   
 Unsure  [   ] 
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2. General questions 
a) When seeking medical help for a child under 2 years, where do you normally 
go? 
Hospital  [   ]  Community health service  [   ]  
Private GP  [   ] Other  [   ] _____________________________ 
b) Do you have your own vehicle?  
  Yes  [   ]  No  [   ] 
c) How do you usually get to the following health care services?  
- hospital health service pick-up  [   ]  Car  [  ] Bus  [   ] 
Walk  [   ] Taxi  [   ] Train  [   ] 
 Other …………………………….. 
- community health service   
health service pick-up  [   ]  Car  [   ] Bus  [   ] 
Walk  [   ] Taxi  [   ] Train  [   ]   
Other……………………………… 
 - doctor health service pick-up  [   ]  Car  [   ] Bus  [   ] 
 Walk  [   ] Taxi  [   ] Train  [   ] 
Other …………………………….. 
 
3. Identity of Caregivers 
In your home who are the main carers for children under 2 years? (please 
identify relationship to child) 
mother [   ] father [   ] grandmother [   ] grandfather [   ] 
aunts [   ]  uncles [   ] g/aunt [   ]  g/uncle [   ] 
friends [   ] family [   ] other [   ] ___________________________ 
 
4. Access to information 
a) Where do you get your health information from? 
family [   ] health professionals [   ] medical centre [   ] 
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television [   ]  pamphlets/brochures [   ] 
video [   ]  radio [   ]  magazines [   ] 
books [   ]  newspaper[   ] personal experience [   ] 
other[   ] ____________________________________ 
 
b) Who told you how to look after a child and keep them healthy? 
 self [   ] mother [   ]  father [   ] partner [   ] 
husband [   ]  wife [   ] sister [   ] friends [   ]  
health professionals [   ] medical centre [   ] ante-natal class [   ] 
 grandmother [   ]  aunt [   ] family [   ]  
other [   ] ________________________________________ 
c) Has a health worker spoken to you about your child in the past 12 months? 
Yes  [   ]  No  [   ] (go to4e)  N/A  [   ](go to 4e) 
d) What did they tell you?   
…………………………………………………………………………………. 
e)   Do you have easy access to a: 
 Television    Yes  [   ] No  [   ] 
 Radio     Yes  [   ] No  [   ] 
 Video     Yes  [   ] No  [   ] 
 Newspaper    Yes  [   ] No  [   ] 
 Community health service  Yes  [   ] No  [   ] 
 Hospital    Yes  [   ] No  [   ] 
 
5.  General child health questions 
a) How do you usually put a baby who can’t sit up yet on their own (0-6 
months) down to sleep?   
Stomach  [  ] Back  [  ] Side  [  ] No usual position  [  ] 
Other  [   ]  ____________________________________________ 
b) How do you usually put a baby who can sit up on their own (7-12 months) down 
to sleep? 
Stomach  [  ] Back  [  ] Side  [  ] No usual position  [  ] 
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Other  [   ]  ____________________________________________ 
c) How do you usually put a baby who can crawl well (over 12 months) down to 
sleep? 
Stomach  [  ] Back  [  ] Side  [  ] No usual position  [  ] 
Other  [   ]  ____________________________________________ 
 
 
d) Do you think a baby is more likely to choke if they are sleeping on their 
back? 
Yes  [   ] No  [   ] Unsure  [   ] 
e) Do you think a baby is more likely to choke when using a pillow? 
Yes  [   ] No  [   ] Unsure  [   ] 
f) How do you usually put a baby who can’t sit up on their own (0-6 months) 
down to play? 
 Stomach [   ]  backside/sitting [   ]  side [   ] 
 Pillow around/with pillow [   ]  supervised [   ] 
 Other [   ] _____________________________________________________ 
g) How do you usually put a baby who can sit up on their own (7-12 months) down 
to play?    
Stomach [   ]  backside/sitting [   ]  side [   ] 
Pillow around/with pillow/propped up [   ] supervised [   ] 
Other [   ] ______________________________________________________ 
h) Where does a baby aged 0-12 months usually sleep? 
Cot  [   ] Own bed  [   ]  Bed with parent/s  [   ] 
With other children  [   ] Other  …………………………… 
 
6. SIDS 
a) Can you tell me what Red Nose Day is all about? 
 Raising money/donations [   ] raising money for research [   ] 
 Raising awareness of SIDS [   ] SIDS [   ] 
 Unsure [   ]  other [   ] ____________________________________ 
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b) Have you ever heard of SIDS/ cot death?   
Yes  [  ] No  [  ]  (go to 7a) 
c) Where did you hear about SIDS/cot death? 
TV  [  ] Pamphlet  [  ]  Health service  [  ] 
Family member  [  ]   Friend  [  ]  
Other…………………………………………………………………… 
 
 
 
 
d) What are the ways in which you can help prevent SIDS/cot death? 
 Don’t overheat/not much blanket [   ] blankets not tight [   ] 
 No smoking [   ] check frequently/keep in view [   ] 
 Lay on back [   ] lay on side [   ] lay on stomach [   ] 
 Cot not crowded/not many toys [   ] well ventilated room [   ] 
 No pillows [   ] other [   ] ____________________________________ 
e) Are people worried about cot death within your community?  
Yes [   ]  No  [   ]  Unsure  [   ] 
f) Do you feel that people can talk freely about cot death within your 
community?   
Yes [   ]  No [   ]   Unsure [   ] 
g) In the community, who needs to know about cot death? 
 parents [   ]  mothers [   ]  fathers [   ]  
young mothers [   ]  young fathers [   ] g/parents [   ] 
babysitters [   ] everyone [   ]  family [   ] 
Other [   ] ______________________________________________________ 
h) If you knew somebody who had lost a baby to SIDS/cot death, what services, if any, 
would you tell them to access? 
 hospital [   ]  medical centre [   ]  doctor [   ] 
SIDS Foundation [   ] counselling [   ] family [   ] 
 friends [   ]  unsure [   ]  none [   ] 
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 Other [   ] ______________________________________________________  
i) Do you know anyone who has lost a baby to SIDS/cot death? 
Yes [   ]  No [   ] 
 
7.  Specific Child Health Questions 
We are now going to talk about children under 2 years. 
 
 
 
 
 
 
 
a) What changes do you notice in children aged 0-2 years when they are not 
well? 
 sleep [   ] play [   ] behaviour [   ] mood [   ]  
feeding [   ]  drinking [   ]  temperature [   ] eyes [   ]
 ears [   ] cry [   ]  breathing [   ]  cough [   ]  
 nasal discharge [   ]  motions [   ]  vomiting [   ]  rash [   
] appearance [   ] other [   ]_________________________ 
_______________________________________________________________ 
b) Why do you think children get sick? 
 from other kids [   ]  sickness going around [   ]  
 immune system down [   ]  neglect [   ]  teething [   ] 
 weather change [   ]  hygiene (of child) [   ] natural [   ] 
 nutrition/not fed properly [   ] house maintenance [   ] 
 not immunised [   ]  other [   ] ______________________________ 
c) Last time that the child you are caring for got sick, what did they have?  
 cold/flu [   ]  diarrhoea [   ]  vomiting [   ] teething [   ] 
 fever [   ]  asthma [   ]  tonsilitis [   ]  wind [   ] 
 middle ear [   ] pneumonia [   ] chest infection [   ] 
 Other [   ] ______________________________________________________ 
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d) What changes did you notice when the child was sick? 
 sleep [   ] play [   ] behaviour [   ] mood [   ]  
feeding [   ]  drinking [   ]  temperature [   ] eyes [   ]
 ears [   ] cry [   ]  breathing [   ]  cough [   ]  
 nasal discharge [   ]  motions [   ]  vomiting [   ]  rash [   
] appearance [   ] other [   ]_________________________ 
_______________________________________________________________ 
e) What did you do at home? 
 cool down/wet cloth [   ] panadol [   ]  antibiotics [   ] 
 gave fluid [   ] sleep/rest [   ]  puffa [   ] keep warm [   ] 
 light diet [   ]  teething gel [   ] dry biscuits [   ] 
 doctors [   ]  take off clothes [   ]  shower [   ] 
 Vicks [   ]  other [   ] ____________________________________ 
 _______________________________________________________________ 
 
f) Did you access a health service? (if yes, which one) 
Yes  [   ] No  [   ] 
 Health service  - ____________________________________________ 
 
8.  Knowledge of caregivers 
a) What areas of child health need to be talked about in the community? 
   immunisation [   ] nutrition [   ]  SIDS [   ] 
 asthma [   ]  bottle/breastfeeding [   ]  gastro [   ] 
 proper care for child [   ]  living conditions [   ] 
 colds/flu [   ]  other [   ] ____________________________________ 
    _____________________________________________ 
b) Who needs to know about these areas? 
parents [   ]  mothers [   ]  fathers [   ]  
young mothers [   ]  young fathers [   ] g/parents [   ] 
babysitters [   ] everyone [   ]  family [   ] 
Other [   ] ______________________________________________________ 
c) What’s the best way of letting them know or teaching them these things?  
 brochures [   ] television [   ]  radio [   ] magazines [   ] 
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 medical centres [   ]  health professionals [   ] programs/workshops [   
] during check-ups [   ] schools [   ]  other [   ] 
______________________________________________________ 
 _______________________________________________________________ 
d) How do you think messages about SIDS / cot death should be put out into the 
community?  
 brochures [   ] television [   ]  radio [   ] magazines [   ] 
 medical centres [   ]  health professionals [   ] programs/workshops [   
] during check-ups [   ] schools [   ]  other [   ] 
______________________________________________________ 
 _______________________________________________________________ 
 
9.  Demographic variables 
a) What year were you born? 19____ 
b) Sex: Male [  ]  Female [  ] 
 
c) Do you identify yourself as:   
Aboriginal  [  ]     Torres Strait Islander  [   ] Aboriginal 
and Torres Strait Islander  [   ]  
Other  [  ] ________________________________________ 
d) Where do you usually live?  
Suburb ……………………………………………………………………… 
Town/city …………………………………………………………………… 
e) Are you:  
Single [  ]     Married [  ]     Separated  [  ]    Divorced [  ]     Widowed  [  
]     De facto  [  ] 
f) What is the highest level of education you have reached?   
Primary School  [   ]  Year 8-9  [   ]  Year 10 [  ]    Senior 
[  ]      Tafe  [  ]      University [  ]      
Currently studying  [   ] ………………………………………… 
Other  [  ] ………………………………………………………… 
g) Do you have a paid job at the moment? 
Employed [  ] ⇒ Position ___________________________ 
Unemployed [  ] 
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Volunteer  [   ] ____________________________________ 
 
10.  Environmental/household conditions 
a) What type of house do you live in? 
• Flat  [   ] Hostel  [   ] Unit  [   ] House  [   ] 
Other  [   ]  ____________________________________ 
• Brick  [   ]  Timber [   ] 
• Hi set [   ]   Low set [   ] 
b) Most of the time, how many people sleep in your home? 
Adults  ____ Children  ____ 
c) How many bedrooms are in your home?  ____ 
 
 
 
 
11.  Lifestyle variables 
a) Do you or have you ever smoked cigarettes?  
Yes (currently smokes)  [  ]  Yes (use to)  [  ] (go to 11c) 
 No  [  ] (go to 11c) 
b) How many do you smoke in a day?  ____ 
c) Does anybody else in the household smoke cigarettes?  
Yes  [  ] No  [  ] 
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